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Introduction
Although in principal the entire population of an area is "at risk" of
mental health crises, some people are clearly at greater risk than others. We
have proposed for research purposes that mental health crises are recurrent
and multiple and that a large portion of individuals who will experience
mental health crises in the future have already experienced mental health
crises in the past. If we assume that a sufficiently large portion of this
population at risk of mental health crises are currently in treatment and/or
participate in support group of various kinds we are able to identify the range
of crises experienced and gaps in the current system.

The North Central West Virginia Study
This report results from a questionnaire which was developed for this
study and administered to various support groups which were identified in
phase two as dealing with mental health problems. (Appendix A contains a
copy of the questionnaire as it was distributed to mental health support
groups in the four county area.) The first phase of this study was a review
of the literature on mobile crises services and other forms of modern crises
intervention services. The second phase was a detailed profile of the existing
Community Support Systems (CSS's) in the four counties served by Valley
Community Mental Health Center, with particular attention to
responsiveness to mental health crises of various types.

Methodology
Phase two of the study identified ten support groups which deal with
mental health problems. Assuming that a sufficiently large portion of the
population "at risk" of mental health crises are currently involved in
treatment and/or participate in support groups of various kinds each of these
groups of clients and or support groups can be construed as "clusters" of
representative crisis types of potential research subjects representative of the
total population "at risk" of mental health crises.
This cluster sampling technique was used to sample the members of these
support groups who were believed to be at risk of mental health crises. It
should be noted, however, that this approach will not produce accurate
estimates of the total need for crisis services in the community. It was used
primarily to identify the range of crises experienced and gaps in the current
system.
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A review of the available questionnaires dealing with crisis intervention
in mental health in current related professional literature did not provide one
which covered the range of mental health crises situations which was desired
by this study, thus it was determined a need to develop one directed to the "at
risk" population and covering specific mental health crisis situations.
The approval which was obtained from the Human Subjects Review Board
stipulated all responses be completely anonymous and voluntary. Aside from
information concerning age, gender, living alone or with someone else,
educational background and past history of personal and/or family mental
health counseling or treatment, the remainder of the questionnaire is
concerned with specific mental health crises situations and the individuals'
response concerning who and where the problem was handled.
The ten support groups were approached by telephoning the contact
person's number for each of the ten support groups used to ask for their
participation with the questionnaire. In several of these cases (AA, NA, and
EA. ), this individual was required to refer this type request to a committee
which considered research projects. In an effort to be totally anonymous these
callers use only their first names, and this procedure makes it difficult to
complete follow-up telephone calls since most had common first names.
Several repeat telephone calls to determine if permission had been obtained
were unsuccessful as well as request to return calls to the researchers. Six of
the other groups agreed to participate and a total of 31 members completed
questionnaires.
A set of instructions was developed for use by the group leaders. The
questionnaire and instruction sheet appear as Appendix A.

Sample
Questionnaires were distributed to all identified support groups in the
four-county “catchment area.” Instructions called for completing the
questionnaire during support group sessions, and returning it immediately to
the group leader/contact. This method produced 44 usable questionnaires,
representing all 8 of the 10 support groups expressing willingness to
participate in the study.
The median age of respondents was 34.25, with a minimum of 17 and a
maximum of 70, a range of 53 years. Most of the older respondents were
outliers, however, with only five respondents over age 50. Thus, the sample
covers virtually the entire adult age span, with the exception of the very old,
but is most representative of the 20-50 age cohorts. The large majority
(70.45%) were female, married (54.54%) and did not live alone (79.54%). Half
(50%) of the support group members responding reported they had received
professional counseling or therapy at some time and 17 respondents (39.53%)
were responsible for the care of someone receiving therapy. Thus, the
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majority of respondents appear to be somewhat more likely than the general
population to have their mental health crises come to the attention of the
professional mental health community through established or prior
therapeutic relationships.
Respondents were also a fairly well educated population for the area:
32.56 % had at least completed high school, 30.23 % had attended college,
18.61% were college graduates and, perhaps reflecting the “college town”
atmosphere of both Morgantown and Fairmont, 16.27% had attended
graduate school. None indicated anything less than the 8th grade as the
highest level of education completed.

Unit of Analysis
It is important to understand that the unit of analysis for this study was
not the individual experiencing a crisis, but the crisis episodes or experience
itself. The 44 respondents reported a total of 211 crisis episodes in which they
had been involved, approximately three fourths of which occurred within the
past year. This is an average of approximately 4.8 crises per person, (out of a
maximum possible--given the nature of the questionnaire--of 7.0) Thus, one
of the initial preliminary findings of this study is that persons who
experience mental health crises in their lives are prone to experiencing
several different crises.
Nearly one-third of the respondents (12) reported experiences in all 7
categories, and five respondents reported experiences in 6 of the 7. Almost
another third reported 4 crisis episodes. Table 1 shows the distribution of
crises by respondent. The distribution is clearly bi-modal, with peaks at both
4 and 7 crises. This pattern appears to be somewhat related to support
groups membership with members of substance abuse support groups
reporting significantly more crises and members of other support groups
reporting significantly fewer.
Only 3 of the 44 respondents to the questionnaire reported only one crisis
episode and only one respondent reported no crisis episodes whatsoever. By
the nature of the sampling procedure, it is quite likely, however, that a
number of those not completing the questionnaire would fall into this latter
category. To this extent, the sample is, as anticipated, strongly reflective of
those who have experienced previous crises. What follows deals with the 211
reported crises experienced by the 43 respondents experiencing at least one
crisis.
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Table 1
No. of Crises Reported Per Respondent
Crises Reported
None
One
Two
Three
Four
Five
Six
Seven

Respondents
1
3
3
4
11
5
5
12

When Do Crises Occur?
One of the questions dealt with the recency of crises. There were 32
reports (15.61%) of crises “today” ( that is, the day the questionnaire was
completed.) An additional 40 reports (19.51%) of crisis were reported in the
same week and 25 (12.20%) in the current month. Fifty four crises (26.34%)
occurred within the past year, and an additional 54 (26.34%) occurred more
than a year ago. Thus, the reader is advised to keep in mind that, all
together, nearly 8 out of 10 crisis situations reported occurred within the past
year.

Nature of the Crisis?
What was the nature of these various crises? The overwhelming majority
of incidents reported were clearly of a mental health nature, as opposed, for
example, to issues clearly involving physical violence, illegality,
unconsciousness, or other complications. Table 1 shows the distribution of
incidents by type. Experiences which engendered feelings of fear, distress,
anxiety, helplessness or despair were most common. They were almost
equaled by situations in which the respondent reported overwhelming
feelings of being unable to take care of themselves, and situations in which
the respondents wished there was someone to help them, guide them or
straighten things out. Only slightly behind this were incidents involving
uncontrolled screaming, crying, shouting or hollering.
Only 10 incidents of actual threats or physical violence were reported. It
may be that there was a reluctance on the part of respondents to reveal their
involvement in such illegal or violent acts. More likely, however, is the
possibility that we have tapped into the real “iceberg” of the broad range of
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mental health crises here, rather than merely the most publicly visible tip of
assault and violence which attract the greatest share of media and public
attention.

Table 2
Mental Health Crisis Situations
Item
Fear, distress, etc.
Screaming, etc.
Threats, beatings, etc.
Sense of being overwhelmed
Feelings of disorientation
Seeking help or guidance
Other crisis situations

Count Percentage
27
22.69
20
16.81
10
8.40
22
18.49
7
5.88
23
19.33
10
8.40
119
100.00

Involvement of Others
Respondents were asked to indicate who else was involved in the situation
at the time of the crisis. Multiple responses to this item were solicited, with
the result that 152 total responses were generated.
The strong role of family support and a somewhat lesser role for
friendship in crisis situations is very apparent from this data. The vast
majority of crisis situations were social events in the sense that the
respondent was not alone and others were involved.
Relatives were involved in more than half of the crisis situations (53.95%)
identified. The second most frequent response indicated the involvement of
friends (16.45%). Thus, considered together, relatives and friends were
involved in approximately 7 out of every 10 crisis situations.
In addition, victims were alone in one out of 10 situations (11.84%). All
other categories of potential helpers were involved in the remaining 2 out of
10 situations. Professionals, strangers and others (fiances were the only other
specifically identified) were each involved in only 2-3% of the situations.
Friends and professionals appear to play important complimentary role in
some crisis situations. Examination of the pattern of multiple response
combinations on this question adds an important additional dimensions to
our understanding of helping behavior in crisis situations. Cross tabulation of
first and second responses, shown in Table 2, reveals the strong relationship
of relatives in situations where others are also involved in crisis situations.
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Table 3
Cross Tab of Others Involved in Helping Situations
Relatives
Friends
Relatives
3.33%
Friends
45.45%
Strangers
12.12%
3.33%
Professionals
30.30%
3.33%
Others
3.33%
This table indicates that family and friends is the most potent
combination. In nearly half of all crisis situations involving multiple parties,
this was the combination which occurred. Interestingly, however, the next
most significant category was professionals and family members, accounting
for roughly one-third of all multi-party crisis situations. No combinations
other than those involving relatives, friends and others were indicated. This
is a very strong indication of the involvement of family members in mental
health crises, either with the victim only or with others as well. More will be
said about this in the conclusion below.

Crisis Locales
One of the most important issues from the vantage point of this study is
the question of where mental health crises occur. Consistent with the heavy
involvement of relatives and friends in crisis situations, most reported crises
(62.69%) happened in the victim's homes. Somewhat surprisingly, the second
largest category of crises (18.65%) occurred in public places, while the
remainder occurred in the victim’s neighborhood (5.22%) or elsewhere
(13.43%). Among those specifying elsewheres, work was most frequently
cited. Approximately 1 in 8 crisis situations (13.43%) was reported as
occurring in more than one location, with home and public places being the
most frequent response combination.

Help-Seeking Behavior
One of the most interesting, perhaps most troubling, aspect of these
findings is in regard to the help-seeking behavior of respondents. For each of
the incidents, respondents were asked whether they sought help at the time
of the crisis and whether they sought help later. Out of 115 incidents for
which responses were given, help was sought at the time of the incident in
only slightly more than half of the incidents. In 53 of the incidents (46.09%)
respondents recalled making no efforts to seek help at the time. A very
similar pattern is evident in reports of later help-seeking behavior. In only 56
incidents (48.70%) did respondents seek help from anyone at a later time,
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with a respondent being unable to remember in the case of one incident. In
other words, this truly is a very self-reliant population: feeling threatened,
vulnerable and inadequate, but still not seeking help from anyone else.
The stability of help-seeking and help-avoidance in these reported
incidents is little short of remarkable. Among those seeking help at the time
of the incident, 72 percent also sought help later, while 73% of those who did
not seek help at the time also did not seek help later. These patterns of either
seeking or not seeking help were found to be correlated in a statistically
significant manner(r=.451, p<.01).
One should not lose sight of the fact, however, that this also means that in
nearly one half of the total incidents of help seeking, respondents sought help
at the time of the crisis but not later or sought help at a later time, after not
seeking it at the time of the incident.
Even though help may not have been asked for, it was reported in the
majority of instances. In slightly less than one-third of the incidents was it
reported that no one helped at the time, and in a somewhat proportion of the
incidents--4 out of 10--it was reported that on one helped later.

Table 4
Helping Behavior (Pct.)
Seek Help From:
No One
Relative, Friend
Support Group Member
Professional
Other Helper

At The Time
31.03
50.0033.04
5.10
11.20
2.59

Later
39.29
13.39
13.39
.89

Also worthy of note is who helped those who did not seek it. 83% of those
reporting no help had not asked for it, while in 16.67% of the incidents,
asked-for help was not forthcoming. As one might expect, the bulk of
unsolicited help (29.63%) came from relatives and friends, with an additional
16.67% from support group members. In no case, was there any report of
unsolicited professional help being given. This is completely at variance with
public images of mental health professionals as intrusive busybodies sticking
their noses into situations where they aren’t wanted!
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Help Centers
Respondents were asked whether anyone suggested, referred or sent
them to any type of special help center at the time of their crisis. In 22
incidents (31.89%) victims were not given any type of referral at all. An equal
number of incidents (22) resulted in referrals to a support group (31.89%). In
13 incidents (18.84%), they were referred to a hospital emergency room.
Seven incidents (10.15%) resulted in referral to other places, and in only 5
incidents (7.25%) were victims referred to a community mental health
center.

Second Thoughts
How serious were the mental health crisis incidents reported in this
study? For the most part, there were sufficiently serious for those involved to
characterize them as crises, after being informed in the introduction to the
questionnaire that this was an effort to identify the need for additional crisis
services in the area. Another measure of the perceived seriousness of these
crises is the fact that after consideration and the passage of time, in more
than half of these incidents, respondents felt them serious enough to indicate
that they should have received additional help, regardless of whether or not
they sought help at the time. In 58 incidents (52.25%) respondents said that
they should have gotten help with the problem.

Conclusions
Five principle findings emerge from this study of crisis incidents reported
by support group members in North Central West Virginia:
1. The majority of mental health crises occur at home, with crisis
situations in public running a distant second.
2. Threats, beatings, intimidation and physical violence are not the
most frequent form of crisis experienced by this population. Anxieties and
fears and desires for help or guidance and a sense of being overwhelmed are
the most commonly reported forms of perceived crisis and account for roughly
60% of all reported crisis incidents in this study.
3. The majority of victims are not alone when a mental health crisis
occurs. Consistent with the preponderance of incidents occurring in the home,
family members and friends were most frequently present. Professionals are
seldom present at the time of reported crises, but when they are, enter into
picture almost exclusively in conjunction with family members.
4. The majority of mental health crises probably occur outside of the
formal mental health system. The majority of crisis victims in this study did
not seek help at the time of the crisis or later and were not referred to any
conventional locale for treatment or help at the time of the crisis or later.
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5. These self-described victims of mental health crises are not entirely
satisfied with the above circumstances. In retrospect, the majority of crisis
victims indicated a desire for more help than they sought at the time or
received.
In addition, we found that support group members experiencing at
least one crisis are inclined to experience multiple crises. Therefore, our
initial methodological hypothesis that victims of past mental health crisis are
also candidates for future crises seems to be supported.

Mobile Crisis Intervention Unit
The basic purpose of this study was to investigate aspects of the need for a
mobile crisis intervention unit in the 4-county area of North Central West
Virginia. In part 1 of the study, we identified several model programs of this
type described in the literature. In part 2, we examined the existing service
delivery system and found that no existing services in the four county area
appear to come close to the mobile crisis unit. In this study, we have
examined results of a survey of support group participants in the area
Two primary sets of findings from this study outline the basic case for a
mobile psychiatric intervention unit:
In the case of highly dramatic or public events, such as suicide attempts,
psychotic episodes and other mental health crises experienced in public
places, etc., the mental health system can probably work well in conjunction
with law enforcement officials to identify crisis victims and intervene.
The majority of mental health crises, however, are unlikely to come to
occur in public and come to attention in this way. The majority of mental
health crises occur in the home, in the company of friends and relatives.
Moreover, victims and their relatives and friends are unlikely to seek outside
professional help in the majority of cases, even though victims may wish for
such help.
The principal challenge facing mobile crisis services, therefore, is how to
connect with victims and their families and friends. The recurrent nature of
perceived mental health crises, together with the unlikelihood of
professionals being present at the onset of a crisis suggests one key to this
seeming puzzle: Working with support groups in a “secondary preventative”
mode to inform them about what to do in the event of a crisis, much along the
lines of the medical first aid training.
All of the various strains of this argument came together rather
fortuitously for us during pretesting of the research instrument. One of our
pretesters, with a prior history of domestic violence asked for more
information about the “helping places” question. When told about existing
services such as RDVIC, she said, “I don’t know if them (sic) places existed
when my husband was beating me up, but I sure didn’t know about them. I
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just went to my mom.” That comment sums up the challenge for the
development of a mobile crisis unit.

